
and where these are lacking the mortality rate
must continue higher than after the perineal
operation.

Nothing but the frank detailed post-operative
history of many patients such as that published
by Dr. Murphy will settle the question as to
which operation should be chosen when either
is possible.6

6 Since the above was written I have operated on a patient of Dr.
B. B. Foster's, in Portland, Me., Feb. 5, 1905. This man was seventy-
three, married and father of several children. He had total obstruc-
tion and had used a catheter for two years. The pain in his bladder
had recently required a catheter every hour. A supra-pubic cystot-
otomy and enucleation of an intravesical enlargement of the left
lobe were carried out in one sitting under general anesthesia, Dr.
Foster assisting. There was practically no hemorrhage. His supra-pubic tube was removed by Dr. Foster on the third day and the ca-
theter on the eleventh. The suprapubic wound was dry on the 23d
day, and his convalescence was without fever or discomfort of any
sort. When last heard from he was able to go four or five hours
without urinating and was absolutely free of all pain. His resi-
dual urine if any had not been measured, but there was some return
of sexual desire. His caso will be reported more fully later.

THE PARAMOUNT VALUE OF LOCALIZED
RALESAS A SIGN OF INCIPIENT PHTHISIS.

BY H. B. WHITNEY, M.D., DENVER, COLO.

I should hesitate to approach this important
but threadbare subject had not the conviction
been gradually forced upon me that false concep-
tions are quite prevalent as to the relative value
and frequency of the local physical signs of in-
cipient phthisis. In the first place, it is still a
matter of great surprise and of difficult com-

prehension to us who practise in climatic resorts
that so many cases come to us with a history of
late recognition. This may be occasionally due
to a temporizing policy on the part of the family
physician, but it is certainly more charitable
to suppose that it is usually the result of uncer-
tain diagnosis. Then, again, while the journals
are full of articles upon the early signs of phthisis,
it is rare to find them grouped in proper perspec-
tive; all appear to be in the foreground, a cog-
wheel respiration occupying, perhaps, the same

prominent position as a marked localized dullness.
A similar indiscriminate grouping of the local
signs is also to be found in most textbooks,
notable exceptions being the descriptions of
Knopf and Striimpell. This is doubtless largely
due to the failure to discuss each physical sign
separately in all its bearings; for example, great
stress may be laid upon the prominence of bron-
chial respiration without insisting upon the fact
that, being an accompaniment of consolidation,
it is nearly always absent at an early stage.

Finally, the writer's experience of several
years as visiting physician to the National Jewish
Hospital for Consumptives, where patients sent
from distant localities are always accompanied
by a chart of the physical signs noted by the
local examiner, has been an ever-recurring source
of wonder and amazement. It is astonishing
what an infinite number and variety of physical
signs may suddenly be discovered in a chest upon
the appearance of hemoptysis or of bacilli in the
sputum. The most frequent error, in these
incipient cases, seems to me to be in the direction
of finding too much, especially in the way of
dull areas and of changes in the respiratory

murmur. Since the recognition of both of these
variations from the normal depends wholly upon
relative values, and is a question of the perception
of delicate shades of musical sounds, it can

hardly be doubted that the rôle of auto-sugges-
tion has been very prominent in many of these
examinations. It is, for instance, very easy to
persuade oneself that a given area is slightly
dull on percussion if the belief is held that such
dullness is nearly always among the initial signs
of focal disease. On the other hand, where great
emphasis is laid upon so uncertain a symptom,
it cannot be doubted that many incipient cases,
without particularly suggestive general indica-
tions of tuberculosis, are not properly interpreted
and that valuable time is thus lost.

The object of the present paper is to insist upon
the supreme importance of localized râles in the
diagnosis of incipient pulmonary tuberculosis.
Conversely all the other local signs are relatively
unimportant because inconstant and often of
uncertain interpretation.

Let me attempt to state more accurately the
several terms of this proposition. In the first
place, it is to be understood that we are dealing
with a very early stage of the disease, when there
is, perhaps, but a small focus at an apex, and
more or less consequent difficulty of recognition:
after the development of any considerable area
of consolidation, other signs, of course, attain a
much greater degree of prominence. The only
question now before us is this: Is there any
earliest sign of pulmonary phthisis, practically
preceding all the others, and essentially main-
taining its predominant value throughout the
whole incipient stage ? Furthermore, the follow-
ing remarks relate wholly to the usual forms of
apical disease, and not to those exceptional
cases where the primary focus is elsewhere in
the chest: here a patch of râles no longer has
the same exclusive significance because of the
many conditions other than tuberculosis in which
it may occur. Again, it is not proposed to con-
sider here any evidences of phthisis other than
the local physical signs; the relative importance
of fever, for example, or the sputum tests is not
here discussed. Nor is anything affirmed in
regard to the negative value of the sign; tuber-
culosis cannot, of course, be excluded because
râles are not discovered, although it is my belief
that they do usually appear at a very early stage.
Finally, it is not denied by any means that in
some exceptional cases the order of the relative
value of the various signs may be quite reversed.
It is fully recognized that the mode of onset of
pulmonary phthisis is subject to considerable
variation. Cases may doubtless occur, quite
apart from the acute forms of pneumonic phthisis,
in which the first evidence of the disease is the
development at an apex of a more or less uniform
infiltration, producing the usual signs of consoli-
dation and perhaps without râles. I am unable
to recall such cases in my own experience, but am
not prepared to deny their possibility.

Unquestionably most cases of chronic pulmon-
ary tuberculosis begin at one apex as a mild
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bronchopneumonia. A few tubercles form here
and there in the walls of the bronchioles, through
which the bacilli have gained access to the region,
and these soon give rise to bronchitic irritation
and to limited bronchopneumonia infiltrations.
These foci are more or less scattered, not usually
voluminous, and separated from each other by
fairly normal pulmonary tissue.

If this be the usual form of invasion, we ought
not, a priori, to expect in most cases to find early
evidences of consolidation. Such scattered pneu-
monic areas not infrequently cause an increased
resonance, or a slightly tympanitic note, and they
would have to be quite extensive and superficial
to cause anything like marked dullness. It is
well known that any consolidation at a depth
of more than 3 cm. or 4 cm. does not affect the
superficial resonance on light percussion (Weil) ;
and it is stated too, by both Wintrich and
Scoda, that a peripheral solid area must have
quite an appreciable extent

—

some 4 cm. or
5 cm. in diameter

—

in order to be discernible
on percussion. Whether or not, as Weil believes,
an exception is to be made of the extreme pul-
monary apex because of its limited size, it is
certain that dullness and its necessary accom-

paniments
—

broncho-vesicular or bronchial res-

piration and bronchophony
—  

are not to be
reasonably anticipated in a very early stage when
areas of consolidation are small and scattered.
Some speak of dullness under such conditions
from a thickened pleura. Undoubtedly an

apical pleurisy may be an occasional cause of
dry râles, but it does not appeal to me as a satis-
factory explanation of dullness; the usual thick-
ening of such pleurae is insufficient.

Furthermore, the general statement may safely
be made that percussion of the pulmonary apices
is difficult and requires an unusual amount of
skill and experience in this particular art. I
believe it to be even more difficult as regards
correct interpretation of results than the per-
cussion of the heart, which is notoriously pro-
ductive of frequent disagreement. The apices
in front, on account of the prominence of the
clavicle, etc., are ill adapted to the rapid and
accurate adjustment of the pleximeter; while
behind, in the suprascapular fossse, where initial
processes are so frequent, the resonance is nor-

mally somewhat defective and often difficult to
elicit because of a thick layer of muscle and fat.
Since dullness is always a purely relative matter,
it is, of course, desirable to compare rapidly one
region with another; and since at the apices there
must be exactly corresponding areas on opposite
sides of the chest, comparison becomes far more
difficult than elsewhere. I have very frequently
amused myself by carefully percussing an incipient
case of phthisis, seen for the first time, and
attempting to make a diagnosis by percussion
alone; time and again I have been wholly unable
to arrive at any definite conclusion or, still worse,
have found the disease focus at that apex which
I had considered most resonant.

Certain other signs commonly adduced as
evidence of incipient tuberculosis are extremely

inconstant, and so difficult of interpretation
when alone as to be of little value. Unilateral
diminution of respiratory movement is very
suggestive when present, but it usually accom-
panies a more advanced stage, and is, I believe,
imperceptible in the majority of very early cases.
Increased fremitus is also associated almost
wholly with more or less extensive areas of con-
solidation; it belongs really with the stage of
dullness. Moreover, the marked preponderanceof normal fremitus at the right apex greatly
lessens the usefulness of the sign. Cog-wheel,
or interrupted, respiration is too rare to be a signof much value, and is not peculiar to tubercu-
losis. Prolonged or harsh expiration occupies a
somewhat different position from the signs hither-
to mentioned, and when unequivocal it cannot
be denied a considerable degree of importance
as an early and suggestive indication of apical
disease. But here again, there is always the
great difficulty of reaching a positive conclusion.
Certainly in the great majority of cases the pitchof expiration is only a little above normal and
only very slightly prolonged. Unfortunatelyit is not always easy to say just what normal is.
Comparison with a corresponding region on the
opposite side is often illusory because of the
normal and very frequent exaggeration of the
expiratory sound at the right apex. Moreover,
the expiratory murmur is a varying quantityaccording as one listens near to or far from the
trachea and large bronchi. Personally, I could
never regard an apparently prolonged or harsh
expiration as more than a highly suspicious
circumstance, to be confirmed or rejected in the
light of other evidence.

In marked contrast to the uncertainty and
more or less difficult interpretation of the signshitherto mentioned are the characteristics of
localized râles. I do not hesitate to affirm my
own belief that when ever a few râles are con-
stantly found at the apex only of one or both
lungs, the diagnosis of pulmonary tuberculosis
is almost certain. My own experience would
seem to indicate that this sign is nearly pathog-nomonic; and although it is true that râles are
usually spoken of in the books as frequently
present, I do not think their enormous import-
ance, without dullness or perhaps any other local
sign, is very generally appreciated. Possibly
this is not surprising when, for example, in such
a well-known book as Ander's Practice of Medi-
cine, the most characteristic grouping of physicalsigns in the stage of invasion is described as
lagging expansion, increased tactile fremitus,slightly impaired percussion resonance, enfeebled
vesicular murmur, and prolonged expiration;râles are not even mentioned.

The exact character of these râles to which I
believe so much importance should be attached
has little to do with their interpretation. Moist
râles are, on the whole, most significant. The
much rarer sonorous and sibilant râles are some-
what less so, as being sounds which occasionallyoriginate outside the lung itself; for instance, an
occasional squeak may be pleuritic

—

though
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even an old apical pleurisy is probably tubercu-
lous in origin. Certainly the most frequent and
characteristic râles are fine, moist, or perhaps
rather dryish clicks, heard singly or as an explo-
sion during or at the end of inspiration, and in a

general way, to be termed subcrepitant ; true crépi-
tant râles I have never found in incipient phthisis,
though they are mentioned by some authors in
this connection.

Râles are, of course, to be everywhere carefully
sought in a case of suspected tuberculosis, but
with rare exceptions they will be found, if at
all, at the apices of the upper, possibly also of
the lower, lobes. Certain localities in the upper
chest deserve especial mention. Kingston Fowler
has shown that the primary focus is oftenest
somewhat below the extreme apex of the lung
and nearest the posterior surface. In front, this
area of predilection is just below the middle of
the clavicle. In my own clinical experience the
earliest râles have been found, I think, some-
what offener, behind, in the supra-scapular fossa,
than in front; and I also have observed that the
regions just below the middle and outer third of
the clavicle are especially fertile fields. The
apices of the lower lobes, corresponding to the
fourth or fifth dorsal vertebra, deserve also par-
ticular notice. These regions are apparently
apt to be invaded at a time when the process at
the apex of the upper lobe is still very limited.
Râles are therefore not infrequent in the upper
and middle interscapular foss¡e, and in a few
instances I have detected them here when apical
signs were entirely absent.

Very much depends upon the way in which
râles are elicited. It is, perhaps, best to listen
first during ordinary respiration

—

for various
reasons beside the question of râles. But this
is relatively unimportant as compared with a
method of breathing which may be described as
a rather rapid and forcible inspiration, with open
mouth, and an inspiration which is as quiet and
natural as conditions permit. These deep, quick
breaths are not to be hurried

—

there should be
no increase in the respiratory frequency. Râles
are often induced by this manner of breathing
when they would be otherwise imperceptible, and
it is far superior to the very long and deep inspira-
tions which are sometimes recommended.

Of far greater importance is still a third phase
of auscultation which is, in my opinion, the cru-
cial and indispensable feature of every examina-
tion of the chest for incipient phthisis. What
follows might properly be put in italics, so im-
portant is it, and yet so very commonly neglected.
The patient should be instructed by the examiner
how to give a short, quick cough, to be followed
after a very brief interval by the same deep,
quick inspiration above described. This cough
and inspiration should be executed lege artis; and
I dwell upon details both because of their great
importance, and because very few patients who
come into my hands appear to have ever been
thusaexamined. Any cough approximating to a

simple clearing of the throat is wholly unsatis-
factory; it does not agitate sufficiently the bron-

chial mucus. On the other hand, too loud and
violent a cough, or a rapid succession of coughs,
shakes the whole chest, displaces the stethoscope
with possible production of extraneous sounds,
often starts a fit of coughing, and otherwise
obscures the detection of the fine clicks for which
search is being made. Again, many patients,
though producing correctly a single, slight, but
genuine cough before each act of inspiration,
nevertheless, insert a short vocal tone between
the two which is probably familiar to all who thus
examine and is exceedingly troublesome; this
must be eliminated. In short, for perfect results,
the patient must be taught, often with considera-
ble pains, to make a single superficial, but genu-
ine cough, accompanied by the least possible
movement of the chest, and followed after a very
brief interval by the forcible inspiration above
described. This succession of coughs and in-
spirations is then continued systematically until
every square inch of the apices at least has been
examined. The importance of this procedure
and the frequently astonishing results can be
appreciated only by those who have habitually
put it into practise. Râles, often in large num-

bers, may appear where all previous methods of
examination had disclosed nothing abnormal.
Oftenest there are a few scattered clicks at the
end of inspiration; very often also an explosion of
fine bubbles, either at the end of inspiration or

occupying the brief interval which follows the
cough. No amount of coughing or deep inspira-
will produce râles in a healthy individual. In
the rarest possible instance a dry click or two
may be occasionally heard

—

I can recall two
or three such cases; but such râles are usually
bilateral, or inconstant, or, as I have observed
several times here in Colorado, when examining
for insurance, the individual will be found to have
suffered in past years from an incipient pulmon-
ary tuberculosis. This latter fact, namely, that
fine râles after cough may frequently be found
at an apex many years after otherwise complete
recovery is also, perhaps, not without significance
in estimating the relative value of incipient local
signs. It might reasonably be argued that the
last sign to persist is not improbably the first
to appear.

Should anyone doubt the significance of râles
in a beginning tuberculous process, and the neces-

sity of cough for their production, let him study
from this point of view the next case of moder-
ately advanced phthisis which comes under obser-
vation. First note carefully all those signs

—dullness, increased fremitus, râles, possibly cavity
signs, etc., perceptible on ordinary or even deep
respiration. Then let the patient go through the
process of cough and deep breathing as above
described. Observe, now, how the extent of the
disease has suddenly increased; how râles have
appeared several inches, perhaps, beyond the
apparent border of the affected area, and the apex,
possibly, of the opposite lung, where everything
seemed to be normal, is now full of moisture.
Or if the case be going in the wrong direction,
note the signs to-day and follow them carefully
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for some months. This can hardly fail to demon-
strate that neither dullness nor the other obliga-
tory signs of consolidation but the appearance of
moist râles after cough is usually the first evi-
dence of the invading enemy. If this be true of
the advancing process in an old case, it should
also be true of the incipient stage.

The great and predominant value, then, of
localized râles in the diagnosis of incipient tuber-
culosis consists first, in their almost constant
presence at a time when other local signs are
absent or at most indefinite. Second, in their
practically unmistakable character, thus differing
widely from other signs which represent merely
deviations from the normal. Third, in the fact
that when occurring at an apex they are almost
pathognomonic, other conditions which might
produce them being exceedingly rare. While,
therefore, other local signs are of great value,
especially for the few experts who by long expe-
rience have learned their limitations and the
frequent difficulty of interpretation, the presence
of localized râles must ever remain the essential
guide to early diagnosis for the rank and file of
the profession.

THE THERAPEUTIC VALUE OF SOME DIGES-
TIVE PREPARATIONS, AND THE INDICA-
TIONS FOR THE USE OF PEPSIN, IN DISEASES
OF THE STOMACH.*

BY RICHARD F. CHASE, M.D., BOSTON, MASS.,
Instructor in Clinical Medicine, and Lecturer on Gastro-intestinal

Diseases, Tufts College Medical School; Physician to the
Boston Dispensary, etc.

The employment of digestive preparations in
the treatment of stomach and intestinal diseases
is undoubtedly very extensive. Clinical expe-
rience seems to have taught that these agents
relieve certain symptoms, and probably some

physicians believe they possess actual curative
properties. On the other hand, there are physi-
cians who has very little confidence in the effi-
cacy of these preparations, and in consequence
do not use them.

Now it is fair to assume that the virtue of these
products lies in their power to digest, the pur-
pose for which they are intended. Since they
have to do solely with the chemical process of
digestion, we can determine accurately the extent
of their participation in this process. We have
for this purpose certain tests, the conditions of
which may be made to approach so near to those
of the chemical process of digestion in the human
stomach that one has very little reason to doubt
the reliability of their results.

The preparations which we are to consider
are: (1) an essence pepsin, (2) an ess. pepsine,
(3) a scale pepsin, (4) an elixir and tablets lacto-
peptine, (5) liquor diastos, (6) tablets pepsin and
pancreatin, (7) tablets panzyme, (8) tablets pep-
tenzyme, (9) an elixir digestive ferments, (10)
and papain.

These particular preparations were selected
simply because they were the most available.
Their various menstrua probably exert no marked
influence upon digestion.

From extensive advertising, if not from per-
sonal experience with them, probably many of
these preparations are familiar to you.

We learn from the manufacturers of the com-

plex products that their digestive power depends
upon the presence of one or more of the digestive
ferments,—pepsin, rennin and pancreatin. Tests
show that all of these preparations are acid in
reaction, due to the presence of lactic or HC1
acid. In the case of some of these products, very
likely the agents representing them have called
your attention to this fact and reminded you
that pepsin preparations are active in acid media
only.

While most of us know something of the action
of the simple ferments,

—

pepsin, pancreatin,
etc., of these complex products in acid solutions,
or made into tablets and powders which are acid
in reaction, our knowledge is less, and too often
we accept the statements of the manufacturers
regarding their therapeutic properties. It may
sound very plausible indeed, when the proprietor
of a product tells us that through its diastatic
ferment, his preparation digests starch in the
stomach the same as saliva, and that by the
presence of the active ferments, pepsin and rennin,
proteids are converted into peptone and milk
coagulated as by the gastric juice itself; also,
that when the chyme is forced along into the
duodenum the pancreatin of his preparation
passes along with it, and there further digests
proteids and starch the same as is done by the
natural pancreatic juice.

Thus, if one does not stop to give the matter
some consideration, he may easily be led into the
belief that these complex solutions, some so beauti-
tiful in color, and that these tablets, put up in
bottles so convenient to carry in the pocket,
are in many ways superior to simple pepsin and
pancreatin preparations.

We know that pepsin in a properly acid medium
digests proteids, both in the stomach and in test
tubes. We are told that all of the complex
preparations here mentioned, contain pepsin.
We find by tests that the liquids, tablets and
powders are acid in reaction. In fact, we are
told by the manufacturers that these products
are, in themselves, digestants of proteids.

Hence to determine their digestive power one
simply adds a piece of coagulated egg albumen
or a piece of fibrin to a given quantity of the
liquid digestants, or to a water solution or sus-
pension of tablets and powders, contained in
test tubes. The tubes are then left in an oven
having a constant temperature of about 110° F.,
for several hours, being occasionally shaken, to
imitate the action of gastric peristalsis. If such
fluids are digestants, per se, the egg or fibrin dis-
appears. It is converted into peptone.

This was the first test to which these products
were subjected and in each case the result was

negative, no digestion whatever occurred.
*Read by invitation at the annual meeting of the Middlesex North

District Medical Society, Lowell, Mass., April 27, 1904; also at the
October meeting of the South Middlesex Medical Society, Boston,
1904.
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